Referrals to a Mental Health Criminal Justice Liaison and Diversion team in the North East of England by McKenna D et al.
Referrals to a Mental Health Criminal Justice Liaison and Diver-
sion team in the North East of England. 
 
Dannielle McKenna* 1, Hannah Murphy* 1, Christopher Rosenbrier2, Amii Soulsby2, Alicia Lyall2, 
Patrick Keown1 2, Keith Reid2, Iain McKinnon † 1 2  
* Joint first authors 
† Corresponding author iain.mckinnon@ncl.ac.uk  
1. Institute of Neuroscience, Wolfson Research Centre, Newcastle University, Campus for Ageing 
and Vitality, Newcastle Upon Tyne, NE4 5PL 
2. Northumberland Tyne and Wear NHS Foundation Trust, St Nicholas Hospital, Newcastle upon 
Tyne, NE3 3XT 
Word Count: 5072 
Tables: 4 
Key words 
Liaison and Diversion, Criminal Justice System, Mental Illness, Police Custody, Vulnerable popula-
tions. 
  
Referrals to a Mental Health Criminal Justice Liaison and Diver-
sion team in the North East of England. 
 
Abstract 
There is growing interest in the health correlates of people detained in police custody, and a num-
ber of innovations have been introduced to try to meet the complex needs of detainees.  The im-
plementation of Criminal Justice Liaison and Diversion (CJL&D) Services commissioned by the De-
partment of Health in England is a substantial part of this investment.  In this paper we describe 
data from 858 detainees who were referred to the CJL&D service of a busy metropolitan police 
station in the North East of England.  The detainees referred to the service had complex mental 
health needs, substance misuse and a range of vulnerabilities requiring specific intervention.  The 
effective operation of these teams and how they interface with health and criminal justice sys-
tems also depend upon a number of systematic issues that emanate both from within the teams, 
and from external policy drivers. 
Introduction/ Background 
Criminal liaison and diversion (L&D) is the screening by health providers for, and in response to, un-
met mental health and welfare needs in custody. Detainees have complex needs. In the last decade 
there has been an increasing interest in the characteristics of people detained in police custody in 
the UK, continental Europe and Australia, especially in respect of detainee health and welfare issues 
(Rekrut-Lapa and Lapa 2014, Forrester, Valmaggia et al. 2016, McKinnon, Thomas et al. 2016, Heide, 
Chariot et al. 2018).  These include high levels of physical health morbidity (Payne-James, Green et 
al. 2010, Ceelen, Dorn et al. 2012, Gilard-Pioc, Dang-Hauter et al. 2013), injuries (Chariot, Ragot et al. 
2001, Lorin de la Grandmaison, Houssaye et al. 2007), mental health problems (Ogloff, Warren et al. 
2011, McKinnon, Srivastava et al. 2013, Dorn, Ceelen et al. 2014, Forrester, Samele et al. 2017), is-
sues relating to neurodevelopmental disorders (Young, Goodwin et al. 2013, McKinnon, Thorp et al. 
2015), and drug and alcohol misuse (Payne-James, Dean et al. 1994, Carter and Jenkins 1996, Payne-
James, Wall et al. 2005, Chariot, Lepresle et al. 2014).  There has also been interest in how older de-
tainees differ from their younger counterparts. (Beaufrere and Chariot 2015, McKinnon, Hayes et al. 
2017).  The presence of significant numbers of people with mental health problems above popula-
tion estimates has also implied a need for the provision of mental health services for police custody 
detainees (Forrester, Valmaggia et al. 2016). 
The police context of L&D is clearly of central importance. There are 45 territorial police forces in the 
United Kingdom (39 in England, four in Wales and one each in Scotland and Northern Ireland.)  The 
provision of healthcare in police custody settings varies across jurisdictions (Heide, Chariot et al. 
2018).  Healthcare arrangements in the UK also vary, with comprehensive NHS provision in Scotland, 
whereas in England and Wales Police and Crime Commissioners (PCCs) retain responsibility for the 
commissioning of healthcare services, which in many cases is outsourced to private companies or 
third sector organisations. 
The provision of mental health L&D services in police custody in England & Wales is commissioned 
by the NHS.  These services have undergone substantial development in response to the Bradley Re-
port in 2009 (Department of Health 2009) although a patchwork of local arrangements had existed 
for two decades prior to this (McKinnon, Thomas et al. 2016).  Other innovations such as Street Tri-
age have enabled police and mental health clinicians to co-work, responding to calls that would have 
previously led to people being arrested and taken into police custody or detained to a “place of 
safety” under Section 136 Mental Health Act (MHA) 1983.  However it is unclear whether these in-
novations have substantially changed the health profile of individuals taken into police custody. 
Pathways into custody are not linear. 
A systematic review of diversion services in 2009 found mixed effects, though the review focused on 
recidivism and service approaches included prison in reach services that would not be commissioned 
as diversion in the England and Welsh context (Sirotich 2009).  The effectiveness of custody L&D ser-
vices has not been fully established, although the NHS England dataset has been published (Disley, 
Taylor et al. 2016).  In a more detailed recent study, Forrester and colleagues described just over one 
thousand consecutive referrals to a police custody liaison and diversion service in London UK 
(Forrester, Samele et al. 2017).  Their study found high levels of psychiatric morbidity, with around 
60 referrals per month being received from police custody officers.  One fifth were found to have a 
mental disturbance associated with substances, with a further fifth diagnosed with a psychotic ill-
ness and 6% reported to have intellectual disability.  However it is not clear how the data relating to 
this London borough compares to other parts of the country. 
One North East NHS Foundation Trust had been operating an L&D service in one form or another for 
some years prior to the Bradley Report (Department of Health 2009). This included a single nurse 
from the Forensic Community Mental Health Team making ad hoc visits to police cells to identify 
cases for secondary or tertiary mental health referrals. The Bradley report prompted the Trust to 
tender for “pathfinder” status; pathfinder L&D services were selected by competitive tender to es-
tablish good working practice, which was then operationalised to inform the  national service specifi-
cation. The service comprises mental health clinicians working within Police Custody suites, as well 
as Magistrates’ and Crown Courts.  The local data of referrals to the Trust L&D services have not pre-
viously been reported.  This paper aims to describe the characteristics of police custody detainees 
from one large metropolitan police custody suite in the NE of England, who were referred to the 
Trust Criminal Justice L&D Service, with a focus on their mental health needs between 2015/16, in 
order to compare and contrast with other L&D services. 
Methods  
Setting and service operations  
The Trust is largely coterminous with the Police area, and covers a large geographical footprint.  The 
Trust serves 1.4 million people and covers an area totalling 2,200 square miles (NHS Choices 2018). 
In the 2011 census the majority of the population of the metropolitan area studied identified as 
White (British/Irish/Other) (85.5%), a smaller proportion identified as Asian/ Asian British (Indian/ 
Pakistani/ Bangladeshi/ Chinese/ Other Asian) (9.7%), 1.8% identified as Black/ African/ Caribbean/ 
Black British, 1.5% identified as mixed ethnicity and 1.5% identified with other ethnic groups (UK 
Census Data 2011). Income varies across the city but the average salary for employees is reported to 
be £24,904 (Payscale.com 2018). There are also high levels of unemployment with 15.6% of the pop-
ulation being without work and therefore claiming benefits (Newcastle City Council 2017). In 2015 
the L&D service operated a 7am to 7pm, 7 days a week service in some parts of the Force/Trust 
area.  This service began at the study police station in April 2015. It is a newly built station designed 
to support a regional hub and spoke model for policing - it is larger than previous stations and serves 
populations previously detained across a larger number of smaller sites in the city 
Every person arrested and brought into police custody undergoes a risk assessment screen by the 
Police Custody Officer (CO) who is usually a Sergeant.  As a result of this risk assessment, the CO may 
request that a detainee is referred to the L&D team.  It is also possible to refer individuals who at-
tend the custody suite on a “voluntary” basis, e.g. answering bail.  Referral to the L&D team is inten-
tionally open ended.  Service leaflets and intentionally maintained relationships with detention staff 
affirm that referral is warranted “if in doubt” or where the CO identifies any concerns in the follow-
ing areas: 
- Mental health problems; 
- Intellectual disability; 
- Autism Spectrum Condition; 
- Acquired brain injury; 
- Communication needs/problems; 
- Drug and Alcohol misuse; 
- Suicidal ideation / Risk Management; 
- Housing problems; 
- Issues relating to debt; 
- Any other social vulnerability. 
 
In addition to the CO, other staff members can make referrals to the L&D team, for example deten-
tion officers (staff that complete welfare checks, take fingers prints, etc.), arresting officers, the clini-
cians who provide physical healthcare services, family members or friends and self-referral by the 
detainee themselves. 
As the Trust L&D service has developed over a number of years, certain groups of people or offence 
typologies have become ‘automatic’ referrals to L&D.  Reasons for this included attempting to 
achieve parity with Crown Prosecution Service (CPS) policies to routinely seek mental health opinion 
in certain offences such as arson there is a perceived association with mental health problems, or 
due to political will or the discretion of commissioners: 
- Arson with intent; 
- Homicide; 
- Any sexual offence but particularly offences against children and the downloading and dis-
tributing of images; 
- Female detainees; 1 
- Driving whilst under the influence of alcohol. 
 
The L&D team comprises of mental health and intellectual disability registered nurses who complete 
assessments of the detainees.  The team also has access to two sessional forensic consultant psychi-
atrists who provide advice on complex case formulation, diagnosis, a leadership role, liaison with 
                                                 
1 Staff have attempted to offer an assessment to all females that are in custody during working hours, however 
other referrals would often take priority – from May 2018 all females have been offered an assessment with 
lead female practitioners identified (see discussion section). 
other consultants where necessary and a teaching function. The service does not provide “appropri-
ate adult” work. 
The commissioning bodies (NHSE) require a minimum dataset to be completed for each case. These 
data, collected by the L&D clinicians form the basis of this report.  L&D clinicians are responsible for 
obtaining outcomes of referrals/assessments. This information is then submitted to team adminis-
trators who have responsibility for inputting it into a spreadsheet which is returned monthly to NHS 
England. Information is collected regarding demographics, risk, social vulnerability, health vulnera-
bility, interventions and their outcomes, and the outcome of the police investigation/court proceed-
ings (if applicable). 
Once the L&D practitioner has received a referral, the detainee’s demographic information is 
checked on the Trust electronic patient record to ascertain any health or risk information as well as 
historical or current involvement with services. An assessment is completed using a structured as-
sessment devised by the L&D service. This assessment covers basic risk and clinical information with 
the opportunity to utilise further specialist screening tools such as the Montreal Cognitive Assess-
ment (MOCA)(Hobson 2015), or Alcohol Use Disorders Identification Test (AUDIT) (Saunders, 
Aasland et al. 1993) if necessary. The L&D team complete their own pro forma page on the elec-
tronic record following each assessment, and advice or appropriate referrals are made to relevant 
services, alongside information shared. A copy of an agreed care plan is then placed in the individ-
ual’s property and handed out on conclusion of their time in custody. 
A ‘Cell Sweep’ is completed by L&D practitioners each morning, as competing imperatives allow, of 
all those individuals who have been remanded to HM Courts.  This procedure takes place in order to 
mitigate the effects of detainees with mental health needs being missed by police screening, 
whether due to intoxication, or the relevant information being missed at the point of detention.  If 
there is any vulnerability identified a Court report is shared with Probation, Magistrates, legal advi-
sors, court transfer staff or solicitors. Following each contact L&D practitioners complete a MDS 
which is the data required by NHS England. The MDS captures information which is demographic or 
descriptive of potential clinical and social needs such as homelessness, veteran status and sexual ori-
entation. Outcomes of the L&D assessment include: referral to primary care services, secondary care 
services such as community mental health team follow up, or drug/alcohol follow up, referral for cri-
sis home based treatment, or in rare cases assessment under the Mental Health Act (1983). 
For any social vulnerability L&D subcontract to a third sector agency to provide follow up in this 
area. This includes referrals for work, training, housing and social inclusion projects. Graduates of 
the third sector service are invited to participate in co-produced research, become peer support 
workers and sit on the strategic interagency steering group. 
L&D have access to Turnaround Toolkit, a counselling provider, for a range of vulnerabilities which 
include trauma, relationship difficulties, depression and anxiety.  
Procedure and data analysis 
Data were obtained from the L&D dataset.  Service evaluation and Caldicott approval were obtained 
in July 2017.  Financial year 2015/6 was selected as this was the first year of a comprehensive L&D 
service at the police station.  Data were transferred to an SPSS spreadsheet for analysis of demo-
graphic, criminal justice and mental health clinical variables.  Prevalence data are presented for the 
whole sample of detainees referred to L&D services over the year, with male and female data com-
pared using the “two proportions” test on Minitab 17 (Z values, significance level, and 95% confi-
dence interval for difference are presented). 
During the examination and analysis of the available data, it was notable that there were a substan-
tial number of cases where the particular variable was marked as “unknown”, “other”, or was simply 
missing.  It was not possible to obtain any further information about these values so they are de-
scribed as closely as possible within the results tables. 
Ethics and governance 
This project was approved as a service evaluation by the Trust Research and Development depart-
ment on 11 July 2017 (registration number SER-17-024) 
  
Results 
Demographics 
Eight hundred and fifty eight referrals were made to the Trust L&D Service between April 2015 and 
March 2016 at the study police station.  There were 18,344 arrests during that year (4.7% referral 
rate) although some individuals were referred more than once. Most of those referred accepted at 
least an initial contact by the L&D service (86%); there were no gender differences. 
The sample had a mean age of 34.6 (SD= 11.1), 662 were male (77%) and 189 were female (22%), 
with seven individuals preferring not to say (<1%). The source of referral is described in Table 1. 
Table 1.  Source of referral to the Criminal Justice Liaison and Diversion Team. 
Source of Referral  
Total n Male Female 
Gender not dis-
closed 
Z-test, p value. 95%CI for difference 
(Male:Female) 
Police 788 
(91.8%) 
609 
(92.0%) 
174 
(92.1%) 
5 
 -0.03, p = 0.975 (-0.044, 0.043) 
Unknown 26 (3.0%) 19 (2.9%) 5 (2.6%) 2  0.17, p = 0.866 (-0.024, 0.028) 
Police Custody 
Healthcare Service 15 (1.7%) 13 (2.0%) 2 (1.1%) 
0 
 0.99, p = 0.542† (-0.009, 0.027) 
Identified During Cell 
Sweep 9 (1.0%) 7 (1.1%) 2 (1.1%) 
0 
-0.00, p = 1.000† (-0.017, 0.017) 
Probation Service 8 (0.9%) 7 (1.1%) 1 (0.5%) 0  0.80, p = 0.692† (-0.008, 0.018)  
Self / Family 6 (0.7%) 4 (0.6%) 2 (1.1%) 0 -0.57, p = 0.619† (-0.020, 0.011) 
Other 2 (0.2%) 0 2 (1.1%) 0 -1.42, p = 0.049*† (-0.025, 0.004) 
Substance Misuse Service 1 (0.1%) 1 (0.2%) 0  0  1.00, p = 1.000† (-0.001, 0.004) 
Solicitor 1 (0.1%) 1 (0.2%) 0 0  1.00, p = 1.000† (-0.001, 0.004) 
Judiciary / Magistracy 1 (0.1%) 1 (0.2%) 0  0  1.00, p = 1.000† (-0.001, 0.004) 
Court Or Cell Detention 
Officer 1 (0.1%) 0 1 (0.5%) 
0 
-1.00, p = 0.222 (-0.016, 0.005) 
Total 858 662 189 7  
† Fisher’s exact value 
The vast majority of individuals identified as White (British/Irish/Other) (784, 91%).  Thirty (3%) de-
scribed themselves as Asian (Indian/Pakistani/Bangladeshi/Other), 14 (2%) as Black (African/Carib-
bean/Other), 3 (<1%) as mixed ethnicity and 5 (<1%) as being from other ethnic groups with 22 (3%) 
preferring not to say. 
Four-hundred-and-four (47%) stated they were living in rented accommodation, with 94 (11%) living 
in hostel accommodation; 25 (3%) reported that their hostel accommodation was related to the 
Criminal Justice System. 86 (10%) indicated that they were Homeless / of No Fixed Abode. Only 13, 
(1.5%) were owner occupiers. 
Seventy-six (9%) detainees reported that they were in employment, with 619 (72%) either unem-
ployed or classed as on Long Term Sickness or Disability. Fourteen detainees (1.5%) were either cur-
rent or previous members of the armed services. 
Criminal Proceedings (at time of referral) and Criminal Justice Outcomes. 
A wide range of alleged offences were represented in the sample with the highest proportions being 
for public order- nuisance (22.7%), violence against the person (20.2%), breach of court order 
(15.7%) and theft (9.0%), the remaining included sexual, motoring and drug offences (Table 2).  Alt-
hough the most serious offence associated with the referral was recorded in the database, it is possi-
ble that the offence could ultimately be increased by the court or lowered by plea processes or miti-
gating factors. 
  
Table 2. Known Current Offence at time of arrest 
Main Current Offence  
(At Time Of Arrest) 
Total n Male Female Gender not dis-
closed 
Z-test, p value. 95%CI for difference 
(Male:Female) 
Public Order – Nuisance 186 
(21.7%) 
120 
(18.1%) 
65 
(34.4%) 
1 -4.32, p<0.001*, (-0.236 to -0.089) 
Violence Against The Per-
son 
173 
(20.2%) 
127 
(19.2%) 
44 
(23.3%) 
2 -1.19, p = 0.233, (0.108 to 0.026) 
Breach of Court Order 135 
(15.7%) 
111 
(16.8%) 
23 
(12.2%) 
1 1.65, p = 0.099, (-0.009 to 0.101) 
Theft 77 (9.0%) 62 (9.4%) 15 (7.9%) 0 0.63, p = 0.529, (-0.030 to 0.059) 
Criminal Damage 52 (6.1%) 42 (6.3%) 10 (5.3%) 0 0.56, p = 0.576. (-0.026 to 0.047) 
Sexual Offence 36 (4.2%) 35 (5.3%) 1 (0.5%) 0 4.68, p = 0.002*†, (0.028 to 0.068) 
Burglary 31 (3.6%) 28 (4.2%) 3 (1.6%) 0 2.20, p = 0.121†, (0.003 to 0.050) 
Harassment 22 (2.6%) 19 (2.9%) 3 (1.6%) 0 1.15, p = 0.440†, (-0.009 to 0.035) 
Motoring Offences 18 (2.1%) 13 (2.0%) 4 (2.1%) 1 -0.13, p = 1.000†, (-0.025 to 0.022) 
Drug Offences 15 (1.7%) 14 (2.1%) 1 (0.5%) 0 2.06, p = 0.212†, (0.001 to 0.031) 
Robbery 11 (1.3%) 9 (1.4%) 2 (1.1%) 0 0.35, p = 1.000†, (-0.014 to 0.020) 
Arson 6 (0.7%) 5 (0.8%) 1 (0.5%) 0 0.36, p = 1.000†, (-0.010 to 0.015) 
Murder/Manslaughter 6 (0.7%) 6 (0.9%) 0 0 2.46, p = 0.348†, (0.002 to 0.016) 
Possession of Offensive 
Weapon 
4 (0.5%) 4 (0.6%) 0 0 2.01, p = 0.581†, (0.000 to 0.012) 
Vehicle Crime 2 (0.2%) 2 (0.3%) 0 0 1.42, p = 1.000†, (-0.001 to 0.007) 
Possession Of A Fire Arm 1 (0.1%) 1 (0.2%) 0 0 1.00, p = 1.000†, -(0.001 to 0.004) 
Offences recorded as 
“Other” 
46 (5.4%) 37 (5.6%) 9 (4.8%) 0 0.46, p = 0.644, (-0.027 to 0.043) 
Cases where offence was 
“Unknown” 
37 (4.3%) 27 (4.1%) 8 (4.2%) 2 -0.09, p = 0.926, (-0.034 to 0.031) 
Total 858 662 189 7  
† Fisher’s exact value 
 
In almost one third of cases, the final criminal justice outcome was unknown at the point of case clo-
sure by the L&D team.  Other outcomes are described in Table 3. 
  
Table 3. Criminal Justice Outcome at the time of L&D case closure 
Final Criminal Justice 
Outcome 
Total n Male Female Gender not dis-
closed 
Z-test, p value, 95%CI for difference 
(Male:Female) 
No Final Outcome Rec-
orded 
276 
(32.2%) 
233 
(35.2%) 
41 
(21.7%) 
2 3.83, p<0.001*, (0.066 to 0.204) 
Charges Dropped / NFA 148 
(17.2%) 
104 
(15.7%) 
43 
(22.8%) 
1 -2.09, p=0.036*,(-0.136 to-0.005) 
Simple Caution 73 (8.5%) 45 
(68.0%) 
27 
(14.3%) 
1 -2.75, p=0.006*, (-0.128 to -0.021) 
Immediate Custody 58 (6.8%) 52 
(79.0%) 
6 (3.2%) 0 2.84, p=0.005*, (0.014 to 0.079) 
Conditional Caution 53 (6.2%) 39 (5.9%) 14 (7.4%) 0 -0.72, p=0.473, (-0.057 to 0.026) 
Fine 38 (4.4%) 26 (3.9%) 11 (5.8%) 1 -1.02, p=0.310, (-0.055 to 0.018) 
Discharge 
(Absolute or Condi-
tional) 
16 (1.9%) 13 (2.0%) 3 (1.6%) 0 0.36, p=1.000†,(-0.017 to 0.024) 
Community Resolution 13 (1.5%) 11 (1.7%) 2 (1.1%) 0 0.67, p=0.744†, (-0.012 to 0.024) 
Community Sentence 
Order 
9 (1.0%) 6 (0.9%) 3 (1.6%) 0 -0.69, p=0.424†, (-0.026 to 0.012) 
Penalty Notice For Dis-
order 
8 (0.9%) 6 (0.9%) 2 (1.1%) 0 -0.18, p=1.000†, (-0.018 to 0.015) 
Fully Suspended 6 (0.7%) 5 (0.8%) 1 (0.5%) 0 0.36, P=1.000†, (-0.010 to 0.015) 
Hospital Order 3 (0.3%) 3 (0.5%) 0 0 1.74, p=1.000†, (-0.001 to 0.010) 
Acquitted 2 (0.2%) 1 (0.2%) 1 (0.5%) 0 -0.69, p=0.395†, (-0.015 to 0.007) 
Community Order 
(Drug Requirement) 
1 (0.1%) 1 (0.2%) 0 0 1, p=1.000†, (-0.001 to 0.004) 
Community Order 
(Alcohol Requirement) 
1 (0.1%) 1 (0.2%) 0 0 1, p=1.000†, (-0.001 to 0.004) 
Outcome “Unknown” 132 
(15.4%) 
103 
(15.6%) 
27 
(14.3%) 
1 0.44, p=0.662, (-0.044 to 0.070) 
Outcome recorded as 
“Other” 
15 (1.7%) 12 (1.8%) 3 (1.6%) 0 0.22, p=1.000†, (-0.018 to 0.023) 
Missing 6 (0.7%) 1 (0.1%) 5 (2.6%) 0 -2.12, p=0.03*†, (-0.048 to -0.002) 
Total 858 662 189 7  
† Fisher’s exact value 
  
Clinical results 
Mental Health Issues and Outcomes 
58.7% of those referred were classified as having at least one mental health need.  26.1% were rec-
orded as having a depressive illness and 11.3% as having “schizophrenia/other delusional disorder” 
as the primary mental health issue.  The breakdown of other primary mental disorders is described 
in Table 4. There was a higher proportion of females with depressive illness and personality disorder, 
whilst more men had diagnoses of schizophrenia/ other delusional disorder.  
Table 4.  Primary Mental Health need identified by Liaison and Diversion team. 
Mental Health Need Total n 
(%) 
Male Female Gender not 
disclosed 
Z-test, p value, 95%CI for differ-
ence (Male:Female) 
Depressive Illness 224 
(26.1%) 
153 
(23.1%) 
67 
(35.4%) 
4 -3.21, p = 0.001*, (-0.199 to -
0.048) 
Schizophrenia/other delu-
sional disorder 
97 
(11.3%) 
87 
(13.2%) 
10 (5.3%) 1 3.75, p < 0.001*, (0.038 to 0.120) 
Personality Disorder 57 (6.7%) 26 (3.9%) 31 
(16.4%) 
0 -4.46, p < 0.001*, (-0.180 to -
0.070) 
Anxiety/Phobia/Panic/OCD/ 
PTSD 
49 (5.7%) 40 (6.1%) 9 (4.8%) 0 0.71, p = 0.478, (-0.023 to 0.048) 
Attention Deficit Disorder 25 (2.9%) 25 (3.8%) 0 0 5.10, p = 0.003*†, (0.023 to 
0.052) 
Bipolar Affective Disorder 24 (2.8%) 21 (3.2%) 3 (1.6%) 0 1.40, p =0.324†, (-0.006 to 0.038) 
Adjustment Disorder/Reac-
tion 
13 (1.5%) 12 (1.8%) 1 (0.5%) 0 1.74, p = 0.318†, (-0.002 to 0.027) 
Acquired Brain Injury 4 (0.5%) 4 (0.6%) 0 0 2.01, p =0.581†, (0.000 to 0.012) 
Dementia 2 (0.2%) 2 (0.3%) 0 0 1.42, p = 1.000†, (-0.001 to 0.007) 
Organic Disorder 1 (0.1%) 1 (0.2%) 0 0 1.00, p = 1.000†, (-0.001 to 0.004) 
No mental health need 215 
(25.1%) 
175 
(26.5%) 
39 
(20.6%) 
0 1.70, p = 0.089, (-0.009 to 0.124) 
Unknown 146 
(17.0%) 
115 
(17.4%) 
29 
(15.3%) 
2 0.67, p = 0.500, (-0.039 to 0.079) 
Missing values 1 (0.1%) 1 (0.2%) 0 0 1.00, p = 1.000†, (-0.001 to 
0.004) 
Total 858 662 189 7  
† Fisher’s exact value 
 
Of those with an identified mental health need, 167 (19.5%) had more than one problem identified; 
of these, 148 (17.3%) had two, and 19 (2.1%) had three diagnoses recorded.  The only difference be-
tween males and females in respect to these secondary diagnoses were 7 (1.1%) males with ADHD 
compared to none of the female referrals (Z= 2.66, Fisher’s exact p=0.358 (CI=0.003, 0.018)). 
Thirty-one referrals (3.6%) were identified as having an intellectual disability, with no difference be-
tween males and females.  10 were identified as having autism spectrum disorder (1.2%) or other 
social and communication difficulties (6, 0.7%), with no significant differences between males and 
females. 
The majority of the sample (569, 66.5%) had either previous or current contact with mental health 
services.  Two hundred and eighty three (33%) had been in contact with substance misuse services, 
31 (4%) with intellectual disability services. 
Six hundred and forty nine (76%) of the referrals were recorded as not requiring any specific mental 
health intervention, with another 142 (17%) recorded as “unknown”.  49 (5.7%) were offered further 
appointments with mental health services, and 13 (2%) were assessed under the Mental Health Act 
(12 were ultimately detained).  There were no gender differences reported. 
A decision to make a referral for an appropriate adult was made in 57 cases (6.6%). 
Substance Misuse and Outcomes 
Two hundred and eighty three (33%) of those referred to L&D had previous or current contact with 
alcohol or substance misuse services. 
A total of 492 (26.1%) of the referrals were documented as having “alcohol misuse problems”, with 
significantly more females (62, 32.9%) identified than males (162, 24.5%), (Z= -2.19, p=0.028 (95%CI 
for diff: -0.158 to -0.009)). Only 36 (4%) were identified as needing a new referral to specialist alco-
hol services. 
Two hundred and forty eight (28.9%) were identified as having “substance misuse problems”, with 
significantly more males (204, 30.9%) identified than females (44, 23.3%), (Z= 2.12, p=0.034 (95%CI 
for diff: 0.006, 0.145)).  39 (5%) were offered a referral to specialist substance misuse services. 
Risk of harm 
89 (10.4%) referrals were identified as having a risk of suicide/ self-harm; more females 28(14.8%) 
were considered at risk of suicide/self-harm than males 61(9.2%) (Z=-1.99, p=0.047 (CI=-0.111, -
0.001)).  118 (13.8%) were identified as at risk of harm through personal neglect (no gender differ-
ence).  
Other vulnerabilities 
Accommodation problems were prevalent with 101 (11.8%) stating that they had inadequate accom-
modation.  Financial difficulties were also cited by 31 (3.6%).  With respect to vulnerability to abuse, 
45 (5.2%) answered affirmatively, with more females 29 (15.4%) reporting abuse than men 16 
(2.4%), Z = -4.81, p<0.001, 95%CI for diff: (-0.182 to -0.077). 
  
Discussion 
This paper presents data from 858 referrals to a dedicated Criminal Justice L&D team in its first year 
of full operation from April 2015 to March 2016 in a large metropolitan area in the NE of England.  
The data presented here are a description of routinely collected data by the L&D service at this po-
lice station. 
The L&D service saw a small number of referrals compared to arrests during the period but the ac-
ceptance rate of assessment by detainees referred was very high.  Those who were referred had 
substantial levels of depressive disorder and other severe mental illness, with some important gen-
der differences.  Multiple psychiatric need was identified among 1 in 5 referrals.  Despite this, the 
L&D team considered that definitive referral or treatment was required in only a small number of 
cases.  There is recognition by the Trust L&D team that the recording of specific outcome data for 
that period required improvement and steps have now been taken to address this, including better 
training for new and established staff, as well improvements to coding of variables by administrative 
staff 
It is also notable that 1 in 20 referrals were reported to relate to detainees with an intellectual or de-
velopmental disability.  However these cases were determined based upon the triangulation of clini-
cal judgement and the Trust electronic records, not via standardised instruments.  Finding a way of 
accurately identifying detainees with intellectual disability or autism spectrum disorder remains a 
difficult area with little consensus on how to achieve this.(McKinnon, Thorp et al. 2015, Ali and 
Galloway 2016). 
Women were about 50% more likely to have depressive illness than men. Men were two to three 
times more likely to have schizophrenia than women. Women were four times more likely to have 
personality disorder than men; we suggest that this is mirrored in the higher rates of Public Order 
offences, which can be contributed to by help-seeking behaviour. 
Alcohol and drug misuse was identified in a considerable number of cases, with gender differences 
noted between the two.  Both were identified clinically by means of self report of alcohol and drug 
use.  In the case of the former, the AUDIT tool was available, but was not used uniformly thus limit-
ing the generalisability of the results.  The L&D data did not however capture the range of sub-
stances used nor did it capture levels of intoxication at presentation or those at risk of withdrawal. 
The data also identify that other vulnerabilities such as accommodation and financial difficulties are 
commonplace, with many detainees, particularly females, citing being the victim of some form of 
abuse, although the precise nature was not specified in the dataset.  Considering the high numbers 
with mental health problems and other vulnerabilities, very few were referred for an appropriate 
adult; for vulnerable detainees over 18 this remains a significantly problematic area, with a recent 
report highlighting that the strongest predictor for calling for this special help is whether it is likely to 
be available. (National Appropriate Adult Network 2015).  Although L&D services can make a judge-
ment on whether an appropriate adult is necessary, the final decision rests in law with the police 
Custody Officer. 
Findings in context 
These data support previous literature by Forrester et al in finding a high prevalence of mental ill-
ness, alcohol and substance misuse problems in male and female police custody detainees 
(Forrester, Samele et al. 2017)  There were some clear differences in our sample compared to the 
South London paper however, including a substantially lower prevalence of detainees from Black 
and Minority Ethnic groups and a lower rate of referral in this study.  It is notable that the data col-
lection carried out in the South London paper was designed specifically to describe morbidity in de-
tail whereas our data relies on a minimum dataset and therefore has significant limitations. 
Our data can also be compared to the Department of Health commissioned “Evaluation of Offender 
Liaison and Diversion Trial Schemes”, which considered data from ten pilot areas from April 2014 to 
March 2015. (Disley, Taylor et al. 2016)  Referrals in these data were of a similar age and gender split 
to the national data, although our data revealed a greater proportion of white detainees and fewer 
referrals declining contact with the L&D team. 
Most studies of health morbidity in police custody describe samples that have already been selected 
to see healthcare professionals (Dorn, Ceelen et al. 2014, Gandon, Outh-Gauer et al. 2018, Sondhi 
and Williams 2018) and data presented in this paper similarly are not a true representation of the 
detainee population as a whole.  Only a few previous studies have considered unselected samples of 
custody detainees and this should be considered in future research.  As such it is not clear to what 
extent detainees with real mental health and vulnerability needs fail to be referred by the police. 
Given this, it would not be especially meaningful to compare the prevalence of mental disorders ob-
served in this paper to those seen in the general population.  However it is worth noting a higher 
rate of referrals with depression and lower levels of psychosis than in the South London sample.  
This is in keeping with higher than average prevalence of depression and anxiety for the NE of Eng-
land (16.7%) compared to England as a whole (13.7%). Rates of schizophrenia in the NE are only 
marginally above the national average, but notably London’s figures are higher (Lambeth and Lewi-
sham both 1.31 vs 0.92 for England), so the lower level of Schizophrenia seen in our data reflect the 
population figures (Public Health England 2017). 
It is also of note that around one-quarter of the detainees assessed by the L&D team were judged to 
have “no mental health need.”  This compares to 15% in the sample by Forrester and colleagues 
(2016), and 38% in the RAND evaluation (Disley, Taylor et al. 2016).  It is not possible from the data 
available to confidently ascertain why these individuals are referred to L&D services, and what 
thresholds L&D services have to rule out an important mental health problem.  However differences 
in so called “false positive” referrals by the police, may be partially explained by varying methods of 
screening and risk assessment across police forces (Stoneman, Jackson et al. 2018). 
There is also a considerable amount of variation in the method of data collection, analysis and the 
way data are presented; this makes it difficult to make meaningful comparisons between studies re-
gardless of whether they are in the same or different jurisdictions. 
Limitations 
These data were obtained from the first year of operating a dedicated 7am-7pm L&D service at one 
busy city based police station.  Prior to this, court diversion existed but was not conducted in a sys-
tematic way. The data here were routinely collected and therefore the accuracy of diagnostic labels 
relies on that very data.  There were a number of missing sets of data within some cases.  Addition-
ally, at the beginning of the study period, the L&D team had not fully recruited staff as a results of 
onerous vetting procedures, which may account for some of the missing data. 
Diagnoses were not rigorously made by L&D services; indeed it is not the intention of the services to 
do so, more so it is to screen and obtain more expert diagnosis where needed.  An example of this is 
ADHD; the incidence of ADHD among women amounts to about two fifths of the total burden 
(Solberg, Halmoy et al. 2018) so it is surprising that no cases were recorded in the custody suite. 
(Young, Goodwin et al. 2013) The literature suggest that girls and women with ADHD are less likely 
to be diagnosed due to their different presentation. The smaller frequency of diagnosis would re-
duce the likelihood of the diagnosis being noted by L&D and the same factors which reduce ease of 
diagnosis may also affect L&D staff.  
This paper does not report physical health issues as this is not the remit of the L&D teams and is not 
routinely or accurately collected by L&D services.  However the authors acknowledge that physical 
health morbidity is a significant problem, (Rekrut-Lapa and Lapa 2014, Brooker, Tocque et al. 2018) 
and physical healthcare is currently commissioned separately in England and Wales.  The authors 
would argue for a more coordinated way of managing detainees’ health such as that seen in Scot-
land.  
It is important to recognise that these data represent a series of referrals.  It is likely that a number 
of these cases represent multiple presentations of particular individuals.  Although recall bias may 
be an issue, an example of this cited by members of the L&D team are cases of women, primarily 
within the domain of personality difficulties, who are repeatedly arrested for public order offences, 
which lead to no further criminal action.  This could account for some of the gender differences seen 
within the results. 
The robustness of the referral process itself requires further investigation.  Factors which lead to re-
ferral may not be present in disorders which are less severe, or less externalising for example mild 
depression. Some signs and symptoms are not reported due to communication problems, whether 
the detainee-nurse interface or between professionals (McKinnon and Finch 2018). Some conditions 
are hard to pick up in an artificial environment and those are present overall at a case level may fluc-
tuate and hence seem less serious at the time of assessment, for example in the case of diurnal vari-
ation or delirium. A more structured approach to screening and ongoing referral pathways have 
been called for (Noga, Walsh et al. 2015). 
It cannot be determined from these results, to what extent the true level of morbidity was ad-
dressed by L&D services.  The introduction of the “Cell Sweep” described above, in addition to initial 
screening by police, was intended to increase the number of true positive cases that were assessed 
and considered for treatment going forward.  However the experience during the first year of the 
L&D services suggested that this was not always carried out for a number of reasons including the 
acuity of already identified cases, policies designed to protect confidentiality, or just the mere practi-
calities of getting around all of the cells before detainees were taken to Court in the morning.  
Overall it should be noted that there was no clearly defined process for the assessment of detainees, 
and as such there can be little assurance of consistency and comparability between the L&D practi-
tioners.  This should be taken into account when considering the results of this paper. 
Challenges ahead for Liaison and Diversion services. 
L&D clinicians face challenges of interagency working. It is of the nature of diversion that the popula-
tion is in some regard socially rather than clinically defined, similar to veteran, student or refugee 
populations, and as opposed to clinically defined populations such as those referred by General 
Practitioners.  There are also cultural barriers between providers, imperfect information technology 
especially when working between remote sites, technology systems in different providers which do 
not “talk” to each other, and agencies who are reticent to share information citing fear of flouting 
data protection regulations.  There are also surprisingly chaotic pathways for individual detainees 
especially in magistrate settings; an example may be a person arrested for breach of the peace who 
is found to be in possession of weapons or drugs on arrest, and is then processed in parallel for non-
payment of historical fines.  There may also be risk averse decision making, for example diversion 
workers referring all detainees for crisis team assessments or police who refer all cases to diversion, 
regardless of actual need. 
The experience of the service is that such practice is infrequent and so the arising distortions of the 
case series are small. Other factors affecting L&D practice are the frequent structural changes, both 
internal (e.g. frequent staff changes such as detention officer turnover) or external such as centrally 
driven transformation (e.g. splitting of probation into the National Offender Management Service 
and Community Rehabilitation Companies). 
Recent developments 
NHSE recently have mandated as of Spring-Summer 2018 that all female detainees are referred to 
L&D services, and that there are lead nurses for females within services. The data from this paper 
suggest there are some areas in which females experience more morbidity and vulnerabilities than 
males.  The data from this service evaluation have not influenced this decision; these decisions have 
been in response partly to the Corston Report on women in the CJS (The Home Office 2007), and 
more recently, discussions within NHSE L&D focus groups developing pathways for vulnerable 
groups (NHS England 2018).  There are also arguments in favour of ensuring that other subsections 
of detainee groups are all seen by health care professionals, for example detainees 50 and above as 
the result of significant morbidity compared to their younger counterparts (McKinnon, Hayes et al. 
2017).  It is unclear how the introduction of street triage (Keown, French et al. 2016) and new HELP-
PC evidence based risk assessment tool which is being used in this police force area’s custody suites 
(McKinnon and Grubin 2014) have impacted on the custody population or how detainees are man-
aged therein.  Further research is required in these fields. 
References 
Ali, S. and S. Galloway (2016). "Developing a screening tool for offenders with intellectual disabilities 
- the RAPID." Journal of Intellectual Disabilities and Offending Behaviour 7(3): 161-170. 
Beaufrere, A. and P. Chariot (2015). "The health of older arrestees in police cells." Age Ageing 44(4): 
662-667. 
Brooker, C., K. Tocque, D. Mitchell and M. Pearce (2018). "Police custody in the north of England: 
Findings from a health needs assessment in Durham and Darlington." J Forensic Leg Med 57: 91-95. 
Carter, E. J. and R. Jenkins (1996). "Substance-misuse: the front line at the police station - an 
opportunity for intervention." J Clin Forensic Med 3(4): 167-172. 
Ceelen, M., T. Dorn, M. Buster, I. Stirbu, G. Donker and K. Das (2012). "Health-care issues and health-
care use among detainees in police custody." Journal of Forensic and Legal Medicine 19(6): 324-331. 
Chariot, P., A. Lepresle, T. Lefevre, C. Boraud, A. Barthes and M. Tedlaouti (2014). "Alcohol and 
substance screening and brief intervention for detainees kept in police custody. A feasibility study." 
Drug and Alcohol Dependence 134: 235-241. 
Chariot, P., F. Ragot, F. J. Authier, F. Questel and O. Diamant-Berger (2001). "Focal neurological 
complications of handcuff application." J Forensic Sci 46(5): 1124-1125. 
Department of Health (2009). Lord Bradley's review of people with mental health problems or 
learning disabilities in the criminal justice system. London, UK, Department of Health. 
Disley, E., C. Taylor, K. Kruithof, E. Winpenny, M. Liddle, A. Sutherland, R. Lilford, S. Wright, L. 
McAteer and V. Francis (2016). Evaluation of the Offender Liaison and Diversion Trial Schemes. Santa 
Monica, CA, USA, RAND Corporation. 
Dorn, T., M. Ceelen, M. Buster, I. Stirbu, G. Donker and K. Das (2014). "Mental health and health-
care use of detainees in police custody." J Forensic Leg Med 26: 24-28. 
Forrester, A., C. Samele, K. Slade, T. Craig and L. Valmaggia (2017). "Demographic and clinical 
characteristics of 1092 consecutive police custody mental health referrals." Journal of Forensic 
Psychiatry & Psychology 28(3): 295-312. 
Forrester, A., L. Valmaggia and P. J. Taylor (2016). "Healthcare services in police custody in England 
and Wales." BMJ 353: i1994. 
Gandon, V., S. Outh-Gauer and P. Chariot (2018). "The health of female arrestees in police cells: A 
descriptive study." J Forensic Leg Med 57: 86-90. 
Gilard-Pioc, S., C. Dang-Hauter, C. Denis, C. Boraud and P. Chariot (2013). "[Detainees in police 
custody in Seine-Saint-Denis (France): Medical data and high-risk situations, a descriptive study]." 
Presse Med 42(9 Pt 1): e293-299. 
Heide, S., P. Chariot, P. Green, J. Fabian and J. Payne-James (2018). "Healthcare and forensic medical 
aspects of police detainees, suspects and complainants in Europe." J Forensic Leg Med 57: 58-65. 
Hobson, J. (2015). "The Montreal Cognitive Assessment (MoCA)." Occup Med (Lond) 65(9): 764-765. 
Keown, P., J. French, G. Gibson, E. Newton, S. Cull, P. Brown, J. Parry, D. Lyons and I. McKinnon 
(2016). "Too much detention? Street Triage and detentions under Section 136 Mental Health Act in 
the North-East of England: a descriptive study of the effects of a Street Triage intervention." BMJ 
Open 6(11): e011837. 
Lorin de la Grandmaison, G., C. Houssaye, N. Bourokba and M. Durigon (2007). "Frequency of 
traumatic lesions alleged by victims of assault during police custody." J Forensic Leg Med 14(6): 364-
367. 
McKinnon, I. and T. Finch (2018). "Contextualising health screening risk assessments in police 
custody suites - qualitative evaluation from the HELP-PC study in London, UK." BMC Public Health 
18(1): 393. 
McKinnon, I. and D. Grubin (2014). "Evidence-Based Risk Assessment Screening in Police Custody: 
The HELP-PC Study in London, UK." Policing: A Journal of Policy and Practice 8(2): 174-182. 
McKinnon, I., A. Hayes and D. Grubin (2017). "Health characteristics of older police custody 
detainees in London, UK." Journal of Forensic Psychiatry & Psychology 28(3): 331-340. 
McKinnon, I., S. Srivastava, G. Kaler and D. Grubin (2013). "Screening for psychiatric morbidity in 
police custody: results from the HELP-PC project." The Psychiatrist 37(12): 389-394. 
McKinnon, I., J. Thorp and D. Grubin (2015). "Improving the detection of detainees with suspected 
intellectual disability in police custody." Advances in Mental Health and Intellectual Disabilities 9(4): 
174-185. 
McKinnon, I. G., S. D. Thomas, H. L. Noga and J. Senior (2016). "Police custody health care: a review 
of health morbidity, models of care and innovations within police custody in the UK, with 
international comparisons." Risk Manag Healthc Policy 9: 213-226. 
National Appropriate Adult Network (2015). There to help. Ensuring provision of appropriate adults 
for mentally vulnerable adults detained or interviewed by police. London, UK, National Appropriate 
Adult Network. 
Newcastle City Council. (2017). "Equality statistics, research and information."   Retrieved 3 
September 2018, from https://www.newcastle.gov.uk/your-council-and-democracy/statistics-and-
census-information/equality-statistics-research-and-information. 
NHS Choices. (2018, 22 January 2018). "Northumberland Tyne and Wear NHS Foundation Trust - 
Overview of services."   Retrieved 10 June 2018, 2018, from 
https://www.nhs.uk/services/trusts/overview/defaultview.aspx?id=2470. 
NHS England. (2018). "Developing pathways for women using Liaison and Diversion."   Retrieved 18 
October 2018, from https://www.england.nhs.uk/commissioning/health-just/liaison-and-
diversion/news/vulnerable-groups/. 
Noga, H. L., E. C. L. Walsh, J. J. Shaw and J. Senior (2015). "The development of a mental health 
screening tool and referral pathway for police custody." European Journal of Public Health 25(2): 
237-242. 
Ogloff, J., L. Warren, C. Tye, F. Blaher and S. Thomas (2011). "Psychiatric symptoms and histories 
among people detained in police cells." Soc Psychiatry Psychiatr Epidemiol 46(9): 871-880. 
Payne-James, J. J., P. J. Dean and D. W. Keys (1994). "Drug misusers in police custody: a prospective 
survey." J R Soc Med 87(1): 13-14. 
Payne-James, J. J., P. G. Green, N. Green, G. M. McLachlan, M. H. Munro and T. C. Moore (2010). 
"Healthcare issues of detainees in police custody in London, UK." J Forensic Leg Med 17(1): 11-17. 
Payne-James, J. J., I. J. Wall and C. Bailey (2005). "Patterns of illicit drug use of prisoners in police 
custody in London, UK." J Clin Forensic Med 12(4): 196-198. 
Payscale.com. (2018). "Average Salary in Newcastle-upon-Tyne, England: Tyne and Wear, United 
Kingdom."   Retrieved 3 September 2018, from 
https://www.payscale.com/research/UK/Location=Newcastle-upon-Tyne-England%3A-Tyne-and-
Wear/Salary. 
Public Health England. (2017). "Public Health Profiles 2016/7."   Retrieved 15 October 2018, from 
https://fingertips.phe.org.uk/. 
Rekrut-Lapa, T. and A. Lapa (2014). "Health needs of detainees in police custody in England and 
Wales. Literature review." J Forensic Leg Med 27: 69-75. 
Saunders, J. B., O. G. Aasland, T. F. Babor, J. R. de la Fuente and M. Grant (1993). "Development of 
the Alcohol Use Disorders Identification Test (AUDIT): WHO Collaborative Project on Early Detection 
of Persons with Harmful Alcohol Consumption--II." Addiction 88(6): 791-804. 
Sirotich, F. (2009). "The criminal justice outcomes of jail diversion programs for persons with mental 
illness: a review of the evidence." J Am Acad Psychiatry Law 37(4): 461-472. 
Solberg, B. S., A. Halmoy, A. Engeland, J. Igland, J. Haavik and K. Klungsoyr (2018). "Gender 
differences in psychiatric comorbidity: a population-based study of 40 000 adults with attention 
deficit hyperactivity disorder." Acta Psychiatr Scand 137(3): 176-186. 
Sondhi, A. and E. Williams (2018). "Health needs and co-morbidity among detainees in contact with 
healthcare professionals within police custody across the London Metropolitan Police Service area." 
J Forensic Leg Med 57: 96-100. 
Stoneman, M., L. Jackson, S. Dunnett and L. Cooke (2018). "Variation in detainee risk assessment 
within police custody across England and Wales." Policing and Society: 1-17. 
The Home Office (2007). The Corston Report: A report by Baroness Jean Corston of a review of 
women with particular vulnerabilities in the criminal justice system. London, UK, The Home Office. 
UK Census Data. (2011). "Newcastle upon Tyne."   Retrieved 3 September 2018, from 
http://www.ukcensusdata.com/newcastle-upon-tyne-
e08000021#sthash.D9mA3Ofu.pffP1eCU.dpbs. 
Young, S., E. Goodwin, O. Sedgwick and G. H. Gudjonsson (2013). "The effectiveness of police 
custody assessments in identifying suspects with intellectual disabilities and attention deficit 
hyperactivity disorder." BMC Medicine 11: 248. 
 
